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In Australia, violence against women is a serious 
public health and social problem with substantial 
numbers of women and children affected 
(Australian Bureau of Statistics [ABS], 2013). Many 
instances of violence go unreported and it is 
therefore not possible to measure the true extent 
of violence against women in Australia (Phillips 
& Vandenbroek, 2014). This paper provides an 
overview of the issues relevant to understanding 
domestic and family violence during pregnancy 
and then examines implications for practice and 
some promising interventions for responding to 
domestic and family violence and preventing future 
violence.

Research suggests that women are at greater risk 
of experiencing violence from an intimate partner 

during pregnancy and post partum. According to 

the 2012 ABS’ Personal Safety Survey (2013): 

 � Thirty-six per cent of women over the age 

of 18 have experienced physical or sexual 

violence by a known perpetrator since the age 

of 15 (n = 3,106,500).

 � Of those women, 22% experienced physical 

violence during pregnancy by a current partner 

and 25% have experienced violence during 

pregnancy from a previous partner.

 � Of those who experienced violence during 

pregnancy by a previous partner, 25% 

indicated that the violence first occurred during 

pregnancy. 

PRACTITIONER RESOURCE

KEY MESSAGES

 � Women are at an increased risk of experiencing violence from an intimate partner during pregnancy.

 � If domestic and family violence already exists, it is likely to increase in severity during pregnancy. 

 � Young women, aged 18–24 years, are more likely to experience domestic and family violence during 
pregnancy. 

 � Unintended pregnancy is often an outcome of an existing abusive relationship. 

 � Poor birth outcomes (such as low birth weight, premature birth) and post-natal depression are 
associated with domestic and family violence during pregnancy.

 � The long-term effects of exposure to domestic and family violence in utero are just emerging.

 � There are several promising interventions for preventing and reducing violence during pregnancy. 

 � Pregnancy and early parenthood are opportune times for early intervention as women are more likely 
to have contact with health and other professionals.
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Another Australian study of 1,507 first time 
mothers found that 29% of mothers experienced 
intimate partner violence before their child turned 
four (Gartland, Woolhouse, Mensah, Hegarty, 
Hiscock, & Brown (2014). 

Internationally, research suggests that domestic 
and family violence during pregnancy is 
widespread and that violence often begins during 
pregnancy or, if violence already existed, increases 
in severity during pregnancy and into the first 

month of motherhood (Garcia-Moreno, Jansen, 
Ellsberg, Heise, & Watts, 2005; James, Brody, & 
Hamilton, 2013; United Nations Children’s Fund 
[UNICEF], 2015). Indigenous women are at a 
greater risk of experiencing domestic and family 
violence during pregnancy (Taft, Watson, & Lee, 
2004) as are younger women (Quinlivan, 2000; 
Taft et al., 2004). 

Factors associated with domestic 
and family violence during 
pregnancy 

There are a number of factors identified as being 
linked to the higher likelihood of experiencing 
domestic and family violence in pregnancy. 
However, it is important to note that gender 
inequality is recognised as the underlying 
determinant of all forms of violence against 
women (Heise & Fulu, 2014; United Nations, 
1993; WHO, 2010). A consistent finding across a 
broad range of research examining perpetration 
has identified a strong association between 
adherence to traditional gender roles/norms, 
violence-supportive attitudes and the perpetration 
of violence against women (Fulu et al., 2013; 
Our Watch, ANROWS, & VicHealth, 2015; WHO, 
2010). How this intersects with other individual 
factors remains important (WHO, 2010). 

Pregnancy as a trigger for perpetrator 
jealousy and control 

Studies have found that traditional attitudes 
towards gender roles, such as the belief that 
men should control and dominate a relationship 
and household, or that women should perform 
domestic duties and be always emotionally 
and physically available to men, are linked to 
perpetration of domestic and family violence in 
pregnancy (Bacchus, Mezey, & Bewley, 2006; 
Brownridge et al., 2011; Burch & Gallup, 2004; 
Jasinski, 2004; Moore, Frowirth & Miller, 2010; 
Pallitto, Campbell, & O’Campo, 2005). 

Pregnancy has been identified as a time of greater 
autonomy and self-awareness for women and as 
such pregnancy may symbolise “autonomous 
control over her body and her independence 
from her partner” (Bacchus et al., 2006, p. 595). 
Since control is a significant aspect of domestic 
and family violence, violent or abusive men may 
find pregnancy threatening and seek to re-exert 
control over their partners (Bacchus et al., 2006; 
Jasinski, 2004). Women’s preoccupation with their 

Box 1: Definitions 
Various terminologies are used in policy, practice and 
research to describe violence experienced by women, 
and their children. The Australian Government’s 
National Plan to Reduce Violence Against Women 
and their Children (Council of Australian Governments 
[COAG], 2009) adopts the United Nations definition. 
The United Nations defines violence against women as: 
any act of gender-based violence that causes “physical 
or psychological harm or suffering to women, including 
threats of such acts, coercion or arbitrary deprivation of 
liberty” (United Nations, 1993). This can include a host 
of specific forms of violence experienced by women and 
girls including sexual violence, intimate partner violence 
and domestic and family violence as well as practices 
that are harmful to women and girls such as female 
genital mutilation and forced marriage (United Nations, 
1993; World Health Organization [WHO], 2010). 

Intimate partner violence, or domestic violence generally, 
describes violence perpetrated by a current or previous 
partner and is the most common form of violence 
against women (Phillips & Vandenbroek, 2014; WHO, 
2010;). Domestic violence or family violence are the 
terms commonly used to describe violence perpetrated 
against women in the home. Family violence is a broader 
term encapsulating violence between family members as 
well as intimate partners (Phillips & Vandenbroek, 2014). 
Family violence is the preferred term in Indigenous 
populations as it better captures kinship and extended 
family relationships in Indigenous communities (COAG, 
2009). Intimate partner violence, domestic violence and 
family violence include behaviours that are coercive 
and controlling and include physical abuse, emotional/
psychological abuse, sexual abuse, financial deprivation 
and social and cultural isolation (COAG, 2009). Sexual 
violence includes sexual harassment, sexual bullying, 
sexual coercion, unwanted touching or kissing, as well 
as sexual assault (Tarczon & Quadara, 2012). Sexual 
violence can occur in intimate relationships and/or family 
contexts as well as in community or work contexts.

This paper uses the term domestic and family violence, 
and intimate partner violence where appropriate. 
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baby and their lesser physical and emotional 
availability during pregnancy may limit their 
ability to perform expected traditional caring 
and homemaker roles, leading to an increase in 
violence (Brownridge et al., 2011; Jasinski 2004; 
Mercedes, 2015; Pallitto et al., 2005). Sexual 
violence and coercion have been identified as 
features of domestic violence during pregnancy 
and post-partum as pregnancy may limit a 
perpetrator’s assumed entitlement and free access 
to his partner’s body (Bacchus et al., 2006). 

Women interviewed for Bacchus and colleagues 
(2006) study described physical and sexual 
violence and an increase of jealous and possessive 
behaviour, as well as accusations of infidelity, 
by their partners during pregnancy. Burch and 
Gallup’s (2004) survey of 284 male perpetrators in 
a US domestic violence treatment program found 
that men also reported an increase of severity 
of violence during their partner’s pregnancy, 
as well as escalations of jealous and possessive 
behaviour such as checking up on their partner’s 
whereabouts, restricting partner’s activities 
outside the home and restricting partner’s contact 
with family and friends. 

Existing violence 

Violence experienced from an intimate partner 
before pregnancy is the strongest risk factor 
for predicting domestic and family violence 
during pregnancy ( James et al., 2013). While 
pregnancy may sometimes act as a protective 
factor (Mercedes, 2015), several studies find 
that women are at risk of experiencing greater 
severity of violence during pregnancy (Baird, 
2015; Charles & Perreira, 2007; James et al., 2013; 
Mercedes, 2015). Brownridge and colleagues’ 
literature review (2011) suggested, for example, 
that existing verbal or psychological abuse prior 
to pregnancy was associated with the onset of 
physical violence during pregnancy. Risk of 
homicide by an intimate partner has also been 
found to increase during pregnancy in several 
studies (Campbell, Garcia-Moreno, & Sharps, 
2004; Macy, Martin, Kupper, Casanueva, & Guo, 
2007).

Young women 

Younger women are at greater risk of experiencing 
violence from an intimate partner during 
pregnancy and in early motherhood (Brownridge 
et al., 2011; Gartland, Hempill, Hegarty & Brown, 
2011; Jasinski, 2004; Quinlivan, 2000; Taft et 
al., 2004) and are, in general, at greater risk of 
experiencing intimate partner violence or sexual 

violence compared to older women (ABS, 2013). 
In Taft et al.’s (2004) study of 14, 784 women 
aged 18–24, pregnancy was associated with 
an increase in experiencing partner violence. 
Of the women in the study who had ever had 
a pregnancy (around 17% of total cohort) 27% 
reported partner violence, compared with 8% 
of the younger women who had never been 
pregnant. This represents an increase of 230% 
(Taft et al., 2004, p. 326). Other studies suggest that 
young women are at greater risk of experiencing 
reproductive control from an intimate partner 
resulting in an unintended pregnancy and/or 
forced termination (Miller et al., 2010). However 
Taft et al. noted that it is not clear whether 
young women in their study become pregnant 
as a result of the violence (e.g., through sexual 
coercion, reproductive control), whether young 
women who become pregnant were more likely 
to experience domestic violence, or “whether 
both situations occur” (2004, p. 329). Further 
research into young women’s experiences of 
domestic violence in pregnancy is needed. 

Unintended pregnancy and 
reproductive control 

There is a strong correlation in the research 
between unintended pregnancy and domestic and 
family violence (Campbell et al., 2004; Charles & 
Perreira, 2007; James et al., 2013; Mercedes, 2015; 
Pallitto et al., 2005) and several studies establish 
a significant link between the termination of 
pregnancy and domestic and family violence 
(Taft et al., 2004; Wokoma, Jampala, Bexhell, 
Guthrie, & Lindow, 2014). Reproductive control, 
coercion and sexual assault by an abusive partner 
may result in both unintended pregnancies and 
forced terminations of pregnancy (Gee, Mitra, 
Wan, Chavkin, & Long, 2009; Miller et al., 2010; 
Moore, Frowirth, & Miller, 2010). For example, in 
Moore et al.’s (2010) research, women described 
various ways in which abusive partners had 
controlled their reproductive and sexual choices 
including sabotaging their contraception; refusing 
to use contraception; rape; and attempting to 
influence the outcome of pregnancies (e.g. by 
controlling women’s access to abortion or forcing 
an unwanted abortion). Similarly, Miller and 
colleagues (2010) reported that 35% of 1,278 
women attending a family planning clinic in the 
USA said they had experienced reproductive 
control, which included contraception sabotage 
and pregnancy coercion. This research suggests 
that restricting reproductive autonomy may 
be an extra mechanism through which 
violent partners control and abuse women. 
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Effects of intimate partner 
violence during pregnancy 

Domestic violence during pregnancy is associated 
with several negative health and mental health 
outcomes for the foetus, mother and child 
(Brownridge et al., 2011; Howard, Oram, Galley, 
Trevillion, & Feder, 2013). These effects might 
include: 

 � complications in pregnancy and birth 
including: 

 – low birth weight (Gentry & Baily, 2014; 
Murphy, Schei, Myhr & Du Mont, 2001) 

 – premature labour and miscarriage (Garcia-
Moreno et al., 2005; Sharps, Laughon, & 
Giangrande, 2007) 

 – foetal stress and/or trauma (Howard et al., 
2013; Mercedes, 2015) 

 � maternal substance abuse and smoking (Baily 
& Daugherty, 2007; Brownridge et al., 2011)

 � maternal depression/anxiety/post-natal 
depression (Brownridge et al., 2011; Howard 
et al., 2013; Taft, 2002)

 � sexually transmitted infections (Mercedes, 
2015; Taft, 2002). 

Emerging research has focused on the long-term 
effects of in-utero exposure to domestic and 
family violence and the role of maternal stress 
(Martinez-Torteya, Bogat, Levendosky, & von Eye, 
2015; Mercedes, 2015). Neurobiological research 
suggests that newborns exposed to domestic and 
family violence in utero are born with high levels 
of stress-related hormones (Mercedes, 2015). 
A study from the USA, for example, found that 
exposure to domestic and family violence in 
utero predicted externalising and internalising 
problems at age 10 years (as reported by both 
mothers and children) (Martinez-Torteya et al., 
2015). Higher levels of cortisol secretion (linked 
to stress) were found in children exposed to in-
utero domestic and family violence and this was 
thought to contribute to these long-term effects. 
The effects of domestic and family violence 
on infants and children are well established 
in the literature and are reviewed in the CFCA 
publication Children’s Exposure to Domestic and 
Family Violence (Campo, 2015).

Implications for service provision 
and practice 

Pregnancy and the postpartum period can be a 
“critical window of opportunity for interventions” 

(Macy, Martin, Sullivan, & Magee, 2007, p. 296) 
because it is time when women come into 
contact with various health care and other 
allied professionals. Furthermore, pregnancy 
may act as an impetus for women to leave a 
violent relationship (although research on this 
is inconsistent) (Edin, Dahlgren, & Högberg, 
2010). There is limited evidence for the efficacy 
of interventions to reduce domestic and family 
violence in pregnancy (Martin, Acara, & Pollock, 
2012); however, there are some promising areas 
of practice. The next section of this paper will 
examine universal, perinatal and postnatal 
services/interventions for responding to domestic 
and family violence in pregnancy.

Universal screening 

There is a considerable amount of research 
regarding universal screening for domestic and 
family violence and sexual assault in health and 
social support service settings; for example, in 
antenatal care provision and other health care 
settings (Baird, Saito, Eustace, & Creedy, 2015; 
O’Doherty et al., 2014). Universal screening usually 
involves a test or set of questions administered by a 
health/social work professional to detect domestic 
and family violence. The aim of screening is to 
elicit disclosure and consequently refer the woman 
to relevant community and legal services (Wall, 
2012; Taft, 2002). The Australian Government 
Department of Health’s (2013) Clinical Practice 
Guidelines for medical and health care workers 
recommend that all women are asked about 
domestic and family violence at their first ante-
natal visit. Universal screening has been found to 
increase disclosures but there is little evidence to 
suggest that screening leads to increased referrals 
or reduces abuse (O’Doherty et al., 2014). As a 
result, debates about the benefits and risks of 
routine screening are ongoing (Spangaro, Zwi, & 
Poulos, 2009; Wall, 2012), and, within antenatal 
services in Australia, uptake of universal screening 
assessments has been poor (Baird et al., 2015). 

One cause for concern is that there is often 
a lack of protocols and policies in place to 
support universal screening within health care 
and social support settings. For example, health 
providers may be poorly trained to respond 
to disclosures or have limited or misconstrued 
understandings of domestic and family violence. 
As a result, responses to disclosures may be 
dealt with inadequately or even dangerously—
for example, by breaching confidentiality and 
speaking to the abuser (Taft, 2002; Baird et al., 
2015). A further issue with screening is that it 
tends to conceptualise domestic and family 
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violence as a disease that can be “detected” 
rather than a social problem (Spangaro et al., 
2009; Taft, 2002). In this view, screening involves 
simply “asking a question” and may prioritise 
increasing numbers of disclosures rather than 
ensuring quality of care or women’s safety 
(Spangaro, et al., 2009; Taft, 2002). 

Despite these issues, some argue that the act of 
enquiring about domestic and family violence 
itself may be beneficial, as it plays the role of 
raising awareness of intimate partner violence 
and validating for women that violence is 
unacceptable (Spangaro et al., 2009; Wall, 
2012). However, it is important that a screening 
assessment program is well-developed and 
evaluated and that there are clear protocols, 
policies and procedures in place, adequate safety 
planning for women, and good collaboration 
with other services (Hamberger, Rhodes & 
Brown, 2015; Spangaro et al., 2009; Taft et al., 
2015).

An example of a well-designed and tested model 
is the MOVE model developed for maternal 
and child health nurse (MCHN) screening 
of domestic and family violence in Victoria 
(Taft, et al., 2015). MOVE is theory-informed, 
designed in conjunction with MCHNs, and 
includes a self-administered checklist, which 
means women experiencing domestic and 
family violence are able to decide themselves 
whether or not, and when, to disclose (Taft, et 

al., 2015). A randomised controlled trial found 
MOVE resulted in significant improvements 
in safety planning and greater opportunities 
for discussing domestic and family violence 
compared to women receiving normal care. 

Another example of a universal screening 
program is discussed in Box 2. 

Counselling interventions 

Screening for domestic and family violence may 
be more effective in reducing future violence 
when delivered in conjunction with supportive 
counselling (if domestic and family violence is 
disclosed) ( Jahanfar, Howard, & Medley, 2014; 
Kiely, El-Mohandes, El-Khorazaty, Blake & 
Gantz, 2011). A randomised study from the USA 
tested the effectiveness of short, evidence-based 
behavioural intervention for pregnant women 
who had disclosed domestic and family violence 
in a health care setting (Kiely et al., 2011). The 
intervention involved providing information 
about domestic and family violence and the 
development of a safety plan. Information about 
community support services and resources were 
also provided. For women who participated in the 
intervention, there was a reduction in domestic 
and family violence and better pregnancy 
outcomes compared to women who received 
standard antenatal care. 

Perinatal and postnatal parent–infant 
therapy 

Therapeutic responses that focus on fostering 
mother/infant bonding and attachment, based on 
relational trauma and attachment theory, are an 
emerging promising approach to responding to 
mothers during the perinatal and postnatal period 
(Bogat, Levendosky, von Eye, & Davidson, 2011; 
Bunston, 2008; Bunston, Pavlidis & Cartwright, 
2015; Lieberman, Diaz, & Van Horn, 2011). 
In this model, it is thought that experiencing 
domestic and family violence during pregnancy 
and early parenthood may affect infants’ 
attachment to caregivers and their psychosocial 
development (Lieberman et al., 2011). Perinatal 
and postnatal parent–infant therapies, therefore, 
aim to ameliorate the short- and long-term effects 
on mother and child wellbeing by building 
strong attachment relationships through play-
based therapy (Bunstan, 2008). Parent–infant 
psychotherapy can begin during pregnancy as 
it is thought mothers begin to develop internal 
representations of themselves as mothers during 
this time (Bogat et al., 2011). 

Box 2: Strengthening hospital 
responses to family violence 
(Victoria) 
The Royal Women’s Hospital in conjunction with 
Bendigo Health and Our Watch, is currently running 
a pilot program aimed at strengthening hospital 
responses to family violence. The pilot, which is 
funded through Victoria’s Action Plan to Address 
Violence against Women and Children 2012–2015, 
aims to increase staff competence in identifying and 
responding appropriately to women experiencing 
domestic and family violence (Our Watch, 2015; 
Royal Women’s Hospital, 2015). The pilot program 
is expected to be finished by mid 2015 and is 
working towards producing a “transferable model 
for identifying and responding to family violence”, 
which can assist other services in strengthening 
their responses to violence against women and 
children (Our Watch, 2015).
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Home visitation programs

Home visitation and peer mentoring programs 
during pregnancy and early parenthood may 
reduce future incidents of domestic and family 
violence among vulnerable families (Bair-Merritt 
et al., 2010; Sharps, Campbell, Batty, Walker, & 
Bair-Merritt, 2008; Taft et al., 2011). Unlike health 
care screening in which women may fear being 
judged by health care professionals (Taft, 2002, 
Wall, 2012), home-visitation programs facilitate 
an environment conducive to non-judgemental, 
friendly support, advice and advocacy, 
particularly when delivered via lay people 
rather than professionals (e.g., peer support or 
community mentors) (Small, Taft & Brown, 2011). 
Box 3 describes a home-visitation mentoring trial 
program for pregnant women and new mothers. 

Community education programs
As described above, domestic and family violence 
is found to increase in early motherhood as well 
as pregnancy. Community education programs 
aimed at new parents are an emerging area for 
primary prevention of violence against women 
and first-time parents are key target group (Flynn, 

2011; Heise &Fulu, 2014; Walden & Wall, 2014). 
These programs are based on a public health 
model of preventing violence before it occurs by 
tackling the key determinants of violence—gender 
inequality—via public education delivered at the 
universal level. As Flynn (2011, p. 1) surmises the 
transition to parenthood represents: 

… a window during which it is possible to 
engage and work with both men and women 
when traditional notions of parenthood 
are exerting a powerful influence on 
how they approach and negotiate their 
parenting roles. The decisions that couples 
make during this key stage of life can 
have important consequences on the level 
of equality within their relationship, and 
between men and women more generally.

There is a good deal of knowledge and literature 
on the outcomes of parenting education programs 
to prevent child maltreatment (see e.g. Holzer, 
Higgins, Bromfield, & Higgins, 2006) but less 
is known about the effectiveness of parenting 
education programs to prevent domestic and 
family violence. Box 4 describes a community 
education program aimed at new parents and 
delivered in maternal and child health settings. 

Box 3: Mothers’ Advocates in the 
Community (MOSAIC)
MOSAIC is a home-visitation mentoring intervention 
for at-risk/vulnerable pregnant women and new 
mothers (with children under 5 years), developed 
by the Judith Lumley Centre, Melbourne (Kerr, Taft & 
Small, 2009; Taft et al., 2011). 

The intervention was designed to reduce domestic 
and family violence and depression for participants 
and strengthen mother–child bonding. Mentors 
(including culturally appropriate mentors) were 
recruited from the community and trained to 
deliver non-professional advice and offer friendship, 
advocacy, parental support and referrals to services 
(e.g. domestic and family violence services) in 
vulnerable women’s homes. 

In a randomised study of the intervention, 215 
women (referred by general practitioners and 
maternal and child health nurses) took part in a 
12-month program, which involved weekly home 
visits from local mothers trained and supervised as 
mentors. 

Results from the study showed a decrease in the 
incidence of domestic and family violence among 
participants but weaker evidence in the reduction of 
depression and increased parental–child bonding.

Box 4: Baby Makes 3
The Victorian Health Promotion Foundation 
(VicHealth) developed the Baby Makes 3 program 
in conjunction with the Whitehorse Community 
Health Centre in outer Eastern Melbourne. It is a 
primary prevention program that aims to increase 
parents’ and health workers’ capacity to build equal 
and respectful relationships, and is delivered via a 
3-week discussion/seminar program covering topics 
relevant to new parents. It also involves a one-off 
information session for first-time fathers, and a 
workforce capacity-building workshop for maternal 
and child health nurses. 

An small scale evaluation suggested that 
participation in the program had allowed parents to 
become aware of how traditional attitudes to gender 
and parenting roles were shaping their families, had 
fostered a greater understanding of gender norms 
and expectations, and had resulted in a “significant 
shift in couples’ attitudes characterised by greater 
understanding of their partners’ role and greater 
support for gender equality in new families” (Flynn, 
2011, p. 2). A further model of the program is 
currently under evaluation.
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Conclusion 

Rates of violence against women are unacceptably 
high in Australia. A range of international research 
suggests that domestic and family violence often 
begins during pregnancy or, if violence already 
existed, increases in severity during pregnancy 
and into the first month of motherhood. Women 
who experience violence during pregnancy are 
more likely to suffer complications in pregnancy, 
birth and post-partum and are more likely to 
experience depression, trauma and anxiety. 
Exposure to domestic and family violence in 
utero and infancy is thought to have long-term 
effects on children’s wellbeing. However, as 
a time of transition and a time when women 
come in to contact with health and social 
services, pregnancy may be an optimal window 
of opportunity for early intervention. There are 
several promising approaches for working with 
women and families during pregnancy and early 
parenthood that might be beneficial. 
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